MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELF
DO NOT WRITE AMENDID ngiiraﬂnn Distriet No, e Primery Registration District No, Registrer's No. __Z

ON THIS STUB -
1. PLACE DF%E%;?H R 2 ls& . F' 2. USUAL RESIDENCE (Where decessad lived. If instilvtion: ‘Residence before

VS 300 a. COUNTY n _a. STATE MQ b. COUNTY D B-de admission)
Rev. 4/59 b. chY (IF ovtside oorpmre“hamdm,egiv. TOWNSHIP only) Length of stay in 1b c. CITY inside Limits

OR.
TowN Lackwoad Ma. Swks TOWN Lockwood Mo. Yarfg No O

¢. FULL NAME OF {If NOT in hospital, give lotation} laside Limits d. STREET {If aunide, giva lacation) Reside on Farm

| P
—oaqc OSPUTAL o8 vors ey |l aooRess
(1] N Y
202.9p, — —— Memerial Hospital [Tl e Mein St »D NG

3 2. NAME OF DECEASED First Middle inst 4. DATE Meonth Day Yeor
(Type or print) B OF .
Bertha Marie Boshne.. . DEATH March 20 1963
5 SEX 4. COLOR OR RACE 7. Married [1  Never Married [1 |8. DATE OF BIRTH | 9 AGE (last birthdey) [IF UNDER.1 YEAR | (F UNDER 24 HR

JWidowedE Divarced [T Dec 10 144 81 M&Blhs DfO Houra Min.

5 White"
——;—— H0a. USUAL OCCUPATION {Give kind of work done 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPI.ACE {City and state or oountrv) 12. CITIZEN OF WHAT COUNTRY
& during most of working life, even if retired)

—_— fe house work - I11. OSA

;‘ " 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND QR WIFE

8 JdJaohamah Pries

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY MO. [17. INFORMANT Address
YA

DATE AMENDED

4 |

{Yes, no, or unknown} | [If yes, give war or dates of servicel
Ard oehne Lockwood Mo,

18. CAUSE OF DEATH (Entar only one cause 4 INTERVAL SETWEEN
PART L. DEATH WAS CAUSED § ONSET AND DEATH

IMMEDIATE CAUSE (s) . . 3L-98 Hn

Conditions, if any, DUE TQ (b)
which gave rissa ta |

esbove cause (a),

stating the under-

lying cause last, DUE TO (<}

PART' 1. OTHER SIGNIFICANT CONDI‘I‘IONS CONTRIBUTING TO DEATH bu1 not related to the terminal PART 1. 1f decessad was hmat. was
dissmna condition given in PART | (a) there » pregnancy in lust 90 -days.

Le nt-of. [Ove] @ | O unimow

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HDMDICIDE ¥ 20b. DESCRIBE HOW INJURY GLCURRED. (Enter neture of imjury in PART | or PART 11 of item 13.)
u] o .

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20c: TIME OF Hour Month, Day; Year
INJURY 2.m. s ]

p.m. . ] .

20d. INJURY OCCURRED - %0e. PLACE OF INJURY [e.p., in or abaut home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, hﬂorv street, offica bldg., ete.)
NOT WHILE AT WORK (J )

21. © attended the deceased ﬁmnﬂzﬁu—- lnm_z_’fuu last sow hh.-"_glivn on_a_..-_z'l_— 6 » } :
-Death’ occurred at. 11= Oopm on the date stated sbove, and to the best of my knowledge, from the causes stated.
) Gegrae or tia) 22b Aooms , S DAESIENED

MM i WJ, Mm 3-22-43

23; BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CR| MATORY 23d. LOCATION (City, town, or county) (State)
REMOVAL {Specify) .

MEDICAL CERTIFICATION

MID.

[
M
L d

ITER RIBBON

USE BLACK INK
OR

TR

22a. SIGNAJURE

SHOULD READ

M. L DIRECTOR R Y LOCAL. REG

Allison Funerel Home Greenfield Mo. g 25‘/ 754

(i ¢ Embstmar's / Raverw Side)

Harsld A,
ITEM NO
BY AFFIDAVIT OF .




-~

STATEMENT. BY 'LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

T L i ", Student Embalmer No..

_or by

working under my personal supervision. '
. - - il N
Student Signedm
Signature of Student Embaimer -
.- C Licetised.Embalmer No./
L " — i, ™ o

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIYNG. (Failure to comply
with the above constitutes grounds for revacation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. .




